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Abstract
This study was descriptive in nature, designed
to compare the Health Locus of Control

(HLC) scores

of the elderly living in the community with those
who live in congregate housing.

The researcher

hypothesized that there would be no significant
differences between the two groups on the HLC Scale.
The HLC Scale was administered to 19 community
and 22 congregate housing residents, all over age 65
Subjects also completed a demographic data form,
designed by the researcher, that provided
information about the age, sex, race, health and
financial status of the participants.
The null hypothesis was tested by comparing the
mean HLC scores of the two groups, using the t-test
at the .05 level of significance.

Analysis of the

data led the researcher to fail to reject the null
hypothesis.

There is apparently no significant

difference in the HLC scores of community and
congregate housing residents.

CHAPTER I
Origin and Statement of the Problem
The percentage of elderly in American Society
has increased dramatically in recent years, and that
trend is expected to continue.

In 1976, 10.9% of

the entire U.S. population was age 65 or older, and
the U.S. Bureau of the Census predicts that by the
year 2030, the elderly population will total 14-22%
(NIH, 1980).
As the size of the aging population has
increased, some demographic changes have occurred.
One such relevant change is in the area of living
arrangements.

Only an estimated 5% of those over

age 65 reside in nursing homes, while the remainder
live in the community

(DHEW Pub. No.

[NIH]

7 9-162).

In addition, approximately 10% of the elderly lived
alone in 1900; that percentage grew to 25% in 1970
(NIH, 1980).

How and where an elderly person lives

is an inseparable part of the individual's total
life situation

(Morgan, 1982).

Because the characteristics of the aging
population have changed, health care providers
must find new and more effective ways to meet their
needs and expectations.

In 1972, the World Health

Organization stated that the increased proportion
of aged in the population would "weaken seriously
the capacity of populations to look after old
people in the traditional ways and make the
development of new methods of care necessary"
(NIH Pub. No. 81-8 5, p. 5).

To do this, more must

be known about the abilities, attitudes, and beliefs
of the elderly.

Their limitations, how they are

perceived, and their capacity for self-care must
be understood.
Improving care for the elderly includes helping
the individual to care for himself.

To do this, the

individual must have some sense of control over his
own life.

Locus of control refers to the extent to

which an individual feels that he has control over
the reinforcements that occur relative to his
behavior

(Rotter, 1966).

It is an expectancy

variable in that the potential for any behavior to
occur in a given situation is dependent upon the

individual's expectancy that the behavior will
produce a particular reward, and the value of that
reward for that person

(Lefcourt, 1966; Rotter, 1954)

Locus of control is described as internal or
external.

Internal-external control represents a

continuum of individual differences.

Those

individuals considered to have internal locus of
control tend to feel that they are effective agents
in determining the occurrence of rewards,

Their

behavior is guided by a greater sense of perceived
control.

Individuals with external locus of control

tend to believe that forces beyond their control—
such as fate, chance, powerful others, or the
complexity of the world— determine the occurrence of
reinforcements

(Phares, Ritchie & Davis, 1968).

Research suggests that internals are more
likely to actively seek information relevant to
problem-solving, better utilize the information,
take action to affect change, and confront a problem
more directly than are externals

(Davis & Phares,

1967; Phares, 1968 ; Gore & Rotter, 1963) .

Health-

related information seeking is linked with internal
locus of control
1976) .

(Wallston, Wallston & Maides,

The more information an individual has about a
given life or health-threatening condition, the
more likely he is to take action to relieve or avoid
it.

Specifically among the elderly population,

research has shown a relation between low self
esteem and external locus of control.

These two

variables have been correlated with depression,
anxiety, somatization, and ineffective coping
skills.

Security, sense of purpose, mastery, and

internal locus of control were found to be related
to high self-esteem (Hunter, Linn & Harris,
1981-82; Gifford & G o l d e , 1978).
Locus of control is an accurate predictor of
human behavior, but the concept lacks specificity.
There is some difficulty in "predicting behavior
in a specific area such as health when using measures
of generalized expectancies such as Rotter's
Internal-External Locus of Control Scale"
Wallston, Kaplan & Maides, 1976, p. 580).
Health Locus of Control Scale

(1966)

(Wallston,
The

(HLC) is an area

specific measure of expectancies regarding locus of
control developed for prediction of health-related
behavior

(Wallston et al., 1976).

Health locus of

control is the degree of power an individual feels
he has to control his own state of health.
Among the elderly population, there is much
variance in the degree of perceived control.

This

is due to societal and environmental factors, as
well as physiological and psychological changes.
How well an individual adapts to these changes
depends on feelings of worth and control.

The

ability to maintain a sense of control may enhance
one's physical well-being

(Langer & Rodin, 1976).

Health locus of control is an important
variable in the planning and provision of health
care for people of all ages, especially the elderly
Society has long encouraged the belief that the
elderly must be cared for, since they lack the
capacity to care for themselves; however, the
increase of health-knowledge by consumers and the
broader movement toward self-care have not left
the elderly untouched.
Efforts to improve perceived control among the
elderly may have beneficial effects on their state
of health.

Many of the negative changes associated

with aging seem related to loss of status and loss
of control over the environment.

Such changes

tend to result in diminished self-esteem, dependency,
inactivity, and physical and mental illness.
Environmental modifications aimed at reestablishing
feelings of mastery and control can reverse or
prevent "the accumulation of losses and behavioral
decrements" associated with aging

(Stafford &

Bringle, 1980, p. 642).
Health locus of control was selected for study
by this researcher because of its implications for
self-care, and because little investigation has
been done regarding this aspect of the elderly
client's life.

Since the elderly client's living

arrangement is such an integral part of his
total life situation, HLC scores will be compared
in different settings.
The first setting are those living alone, with
spouse, adult friend, or relative.

To be successful

in this arrangement, the elderly individual must
have adequate physical health, financial resources,
and support systems.

The majority of older adults

prefer, whenever possible,
in their own home

to live independently

(Troll, 19 71).

When physical or social factors require a
different arrangement, older persons who have
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children may select a second alternative;
offspring.

living with

However, this arrangement may have

risks to morale, especially if the older adult is
ill and requires frequent care

(Kivett & Learner,

1982) .
The other setting available to the elderly is
congregate housing.

The main advantage of this

type of living arrangement is the accessibility
of physical and social supports.

Whatever type

of living arrangement the elderly client selects,
he or she does so on the basis of how well it will
meet their needs, while maintaining a sense of
independence and personal control.
Research has been conducted to measure the
self-esteem and locus of control of institutionalized
elderly.

The findings have demonstrated that

self-esteem is low and that they have little
perceived control over their life situation.
Nursing home residents appear to possess an
externally oriented view of the environment, and
generally view their lives with pessimism.

Research

also reveals that institutionalized persons selfactualize to a lesser degree than persons who
live in the community

(Box & Peck, 1981).

Elderly persons living at home function better
on all levels than those who live in an institution.
Thus, a major responsibility of health care
providers is to explain the services and alternatives
to nursing homes that exist in the community
(Schwirian, 1982).

The vast majority of the elderly

live in the community, but little investigation has
been done regarding perceived control and self-care
among this group.
The researcher has had the opportunity to work
with numerous elderly clients through employment as
a visiting nurse.

The experience sparked an interest

in the aging population and a desire to understand
them better.

It is this researcher's opinion that

better understanding of the elderly clients' locus
of control can result in more effective health care.
Elderly individuals are interested and capable of
taking part in their own health care.

Since 95%

of this age group live in the community, they
comprise a significant portion of the caseload of
the Family Nurse Clinician

(FNC).

The concept of

health locus of control can be incorporated into the
practice of the FNC.

10

with the increased emphasis on self-care, the
clinician needs to know a clie n t ’s beliefs about
and capacity for self-care.

It has been established

that clients who possess a high degree of personal
control also possess an increased readiness to learn
about and engage in self-care.

They can be expected

to take a more dynamic role in the planning and
implementation of health care strategies.
The FNC has the opportunity to use the HLC tool
to identify clients at risk due to external locus of
control.

The questionnaire is easily understood

and administered, and could be a valuable part of the
client data base.

Once identified, action to alter

the clients' external locus of control can be
undertaken through teaching or other interventions
that provide motivation for greater personal control
(Hunter et al., 1981-82).

Lefcourt

(1973)

states

that "the sense of control, the illusion that one
can exercise personal choice, has a definite and
positive role in sustaining life"

(p. 417) .

The HLC scale measures one's sense of control
and expectancies with regard to health and healthrelated behavior.

The purpose of this study was to

examine how health locus of control of the elderly

11

varies according to residence.
research sought to answer is;

The question this
How does place of

residence in the community affect the health locus
of control of the aged person?

12

CHAPTER II
Theoretical Basis for Study
The framework of this study is based on three
theories:

Rotter's Social Learning Theory, Becker's

Health Belief Model

(HBM), and Orem's Theory of

Self-Care.
Social learning theory states, simply, that the
potential for a behavior to occur in a given
situation is a function of the p e r s o n ’s expectancy
that the behavior will secure a particular
reinforcement, and the value of that reinforcement
to the individual

(Rotter, 1954) .

expectancy or reinforcement value

The greater the
(positive or

negative), the greater is the potential for
behavior

(Becker, 1974).

This generalized

expectancy is referred to as locus of control; a
concept which developed out of social learning
theory.
Locus of control refers to an individual's
perceived control over the reinforcements he will
secure as a result of his behavior.

Locus of

control related to health behaviors is termed
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health locus of control.

Internal control refers

to the perception that positive and/or negative
events are a consequence of o n e 's own actions, and
are thereby under personal control.

External control

is the perception that positive and/or negative
events are unrelated to one's own actions, but
rather the result of fate, chance, or powerful
others, and are, therefore, beyond personal control
(Rotter, 1975; Lefcourt, 1966).

According to social

learning theory, individuals with internal control
will be more likely to take steps to better
themselves and their environment than will those
with external control

(Wallston, Wallston, Kaplan

& M a i d e s , 1976).
A willingness to take action to better one's
self and environment is beneficial for clients of
all a g e s .

It may be particularly crucial to the

elderly, since that time of life is frequently
associated with loss and negative change.
Maintainence of an optimum state of health requires
that the individual work, to some degree, on his
own behalf.

Knowledge of a client's attitude

toward, and participation in health-related
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behaviors is a prerequisite to the teaching of such
activities.
Like locus of control, Becker's Health Belief
Model may be used to predict human behavior.
According to this m o d e l , for an individual to take
action to avoid disease, he must believe
is susceptible to it,

(1) that he

(2) that it would have at least

moderately severe effects on some aspect of his life,
and

(3) that taking action would be beneficial by

reducing susceptibility or severity, and would not
entail barriers

(Becker, 1974) .

Perception of susceptibility and severity varies
among individuals.

These two factors have bearing

on the perceived threat of disease.

They are what

the individual sees as "subjective risks"
1974, p. 3).

(Becker,

Susceptibility refers to the

individual's perception of how likely he is to
contract a particular disease or disabling condition.
Severity refers to the kind and extent of
difficulties he believes the condition would cause.
These may be seen in terms of medical consequences
or effects on job, family life, or social relations
(Becker, 1974).

"Individual perceptions of
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susceptibility and severity are at least partly
dependent on knowledge"

(Becker, 1974, p. 4) .

Other modifying factors that influence the
perceived threat of disease include demographic
variables, personality, social class, and knowledge
of and prior contact with the disease.
also "cues to action"

There are

(Becker, 1974, p. 7) in the

environment which influence perceived threat.

These

cues include the media, advice from health care
providers and others, and familiarity with an ill
individual.
The likelihood that one will take action is
dependent upon a comparison of benefits to
barriers.

This is the individual's subjective view

of the available alternatives.

The benefits of

preventive action are those that decrease
susceptibility or seriousness.

The individual will

perceive barriers if the action is expensive,
unpleasant, painful or inconvenient.

The HBM

"analyzes an individual's motivation to act as a
function of the expectancy of goal attainment in
the area of health behavior"

(Becker, 1974, p. 21).

The HBM can be compared to Rotter's social
learning theory.

Both propose a means to predict
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individual action or behavior.

The desire to maintain

a positive state of health, or to decrease
susceptibility and severity, as stated in the HBM
correlates with Rotter's statement of reinforcement
value.

Estimation of benefits minus barriers is

analogous to expectancy— the individual's estimation
of how successful his action will be.

Finally,

there is a motivation variable in both models.

In

social learning theory it is the occurrence of
reinforcement; in the HBM it is health knowledge
and previous experience

(Becker, 1974) .

This parallels Orem's theory of self-care.

Self-

care can be defined as "the practice of activities
that individuals personally initiate and perform on
their own behalf in maintaining life, health and
well-being"

(Orem, 1971, p. 4).

Orem views self

care as a requirement for man, and broadens the
scope of nursing to include assisting the client
to gain independence in this area

(Fitzpatrick &

Whall, 1983).
Man is viewed as somewhat self-reliant, and in
constant interaction with the environment.
the theories previously discussed,

As in

"the societal

influence as a determinant of expectations for man's
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behavior is strong in the Orem model"
& Whall, 1983, p. 138).

(Fitzpatrick

There are a number of

environmental factors that influence the health
status and health needs of clients.

Self care

activities are learned behaviors and are dependent
to a large degree on the religious, cultural, and
social group to which the client belongs
(Fitzpatrick & Whall, 1983).
The essence of nursing rests with the
"individual's need for self-care action and the
provision and management of it on a continuous basis
in order to sustain life and health, recover from
disease or injury, and cope with their effects"
(Orem, 1980, p. 6).

The need for nursing in

society is based on the existence of an imbalance
between "the abilities of nurses to manage and
maintain systems of therapeutic self-care for
individuals and the abilities of the individuals
and their families to provide this" (Fitzpatrick &
Whall, 1983, p. 141).

Depending on the degree and

direction of the imbalance, nursing service falls
into one of Orem's three nursing systems:

(1) wholly

compensatory, where the client has no active role
in the performance of care;

(2) partly compensatory.
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where responsibility for care is shared by client
and nurse; or

(3) supportive-educative, where the

client is able to learn and perform self-care with
assistance.

Here the nurse's role is chiefly

support, guidance and teaching.

By use of the

nursing process, the nurse selects the system most
appropriate for the client

(Orem, 1980) .

Common to all three of the models discussed is
the influence of external forces on the health
behavior of the individual.

Physical, psychological,

intellectual, and social factors all play a role in
determining the actions that the individual will
carry out on his own behalf.
This study examines the health care views of
elderly clients.

Since choice of action depends on

the expected result and its value, the researcher
hopes to gain insight into whether or not the
elderly see optimum health as an attainable goal
and the value they place on such a g o a l .

By

utilizing the HLC scale, the amount of control
over health status, as perceived by elderly clients,
should be apparent.

Environmental factors are

accounted for by testing elderly clients in various

19
living arrangements, and a demographically varied
population.
The Family Nurse Clinician

(FNC) employs all

three of Orem's nursing systems in her efforts to
promote self-care activities.

Elderly clients can

make significant contributions to their own state of
health.

Insight into their attitudes toward, and

expectancies of, health related behaviors can
enhance the ability of the FNC to promote self-care
among this group.

20

CHAPTER III
Theoretical Hypothesis
When the elderly living in different residences
are surveyed, and the results compared, there will
be no significant difference.
Definitions
elderly - all men and women over the age of 65,
considered to be mentally competent.
different residences - ( ) living in the
1

community either alone, with spouse, adult friend or
relative,

( ) living in congregate housing.
2

surveyed - having completed the Health Locus
of Control scale.
results - scores as measured by the H L C .
compared - using the t-test.
no significant difference

-

at the .05 level

of significance.
Operational Hypothesis
When men and women over the age of 65, and
considered to be mentally competent, who live
( ) in the community either alone, with spouse, adult
1

friend or relative or

( ) in congregate housing
2

21

complete the Health Locus of Control scale and their
scores are compared using the t-test, there will be
no significant difference

at

the .05 level.

22

CHAPTER IV
Review of Related Literature
This review of related literature traces how
the concept of locus of control arose from social
learning theory.
Locus of Control

The development of the Health
(HLC) Scale is described.

Studies

are included that established the validity of the
HLC scale, as well as its use in various treatment
programs.

Information about the health status of

the noninstitutionalized elderly is included in
order to provide background for the reader.

A

limitation of the review of literature is that no
research has been done to measure the effect that
place of residence has on health locus of control.
Locus of Control
For many y e a r s , investigators have examined
man's ability to control his environment.

Concepts

such as hopelessness, helplessness, competence and
mastery have all been applied to the degree to which
an individual can control the events that occur in
his life.

The focus of study has been the "problem

23

of contingency between act and effect"

(Lefcourt,

1966, p. 206).
The construct of locus of control is an integral
part of a more elaborate theory - R o t t e r 's social
learning theory.

In social learning theory, the

potential for any behavior to occur in a given
situation is a function of the person's expectancy
that he will secure a particular reward or
reinforcement, and the value of that reinforcement
to the individual

(Rotter, 195 4).

The control

construct is a generalized expectancy which relates
to whether or not an individual possesses or lacks
control over what happens to him.
Rotter

(1975) reported some difficulties with

the concept of locus of control as it has been
employed by some researchers.

The first is the

failure to treat reinforcement value as a separate
variable.

To make a locus of control prediction,

reinforcement value must be controlled or measured.
This was illustrated in a study of Southern Blacks
in the early days of the civil rights movement.
Subjects highly valued the cause, but differed in
their willingness to take part in civil rights
activities.

It was postulated that there were
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more complex factors influencing behavior

(Gore and

Rotter, 1963).
Another problem in the application of the locus
of control concept is the "good guy-bad guy
dichotomy"

(Rotter, 1975, p. 60).

Some researchers

have assumed that it is good to be internal and bad
to be external.

There is, however, no proof of

such a relationship

(Rotter, 1975).

Phares, Ritchie and Davis

(19

6

8

) studied

internally and externally oriented subjects who were
provided with positive and negative information about
their personalities.

The Rotter I-E scale was

administered to 225 students at a midwestern
university.

The mean value was 14.56, scored in the

internal direction.

Subjects were drawn from the

upper 27% and the lower 2 % of the distribution.
6

There were 19 externals and 21 internals.

The

threatening situation was created by informing the
subjects that they would take a series of
personality tests, to be interpreted by trained
clinical psychologists.

Subjects returned 2 days

after testing to receive a printed personality
analysis, with

8

positive and

1

1

negative items.

Subjects were instructed to mark each item that
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made them feel uncomfortable.

A second rating

scale was given for subjects to mark how true or
untrue they believed each item was.

Finally, the

analyses were collected, and on a blank sheet of
paper, subjects were told to write all the items
they could recall in

1

0

minutes.

Contrary to what was predicted, there were no
differences in the amount of anxiety experienced by
internals or externals following presentation of
the threatening material.

However, as predicted,

externals were able to recall much more negative
material than were internals.

They were also

superior in total recall of material.

Internal

subjects showed greater willingness to initiate
remedial behavior to confront their problems.
These findings were consistent with the
previously established characteristics of internal/
external control

(Davis and Phares, 1967; Phares,

1968; Gore and Rotter, 1963) .
Development of the HLC Scale
The relationship between a belief in internal
control and physical health has been identified
as an area worthy of study.
Kaplan and Maides

Wallston, Wallston,

(1976) delineated the difficulty
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of predicting behavior in a specific area, such as
health, when using Rotter's
of locus of control.

(1966) general measure

They determined that a more

sensitive measure was needed, and carried out studies
for validation.

In one study,

44 male and 44 female

college students were tested on the hypothesis that
those with internal locus of control, and who highly
valued health, would opt to learn more about a given
health situation.

They were compared with other

internals who did not value health and with externals
Subjects completed a survey containing information
about their prior experience with hypertension, the
HLC scale, the general I-E scale, and a measure of
the value they placed on health.

Subjects then read

a statement about the dangers of hypertension and
took a difficult knowledge test

to reinforce the

feeling that this was a topic they knew little about.
The amount of information seeking for each subject
was measured by having them choose from a list of
pamphlets about hypertension.

The more pamphlets

chosen, the more information seeking behavior
attributed to the subject.
There was a marginally significant correlation
between health value and HLC score

(F = 3.02).

No
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such trend was found for the relation between health
value and the I-E scale

(F = <.004).

Consistent with

the hypothesis, when the HLC was used, high health
value internals chose more pamphlets
all other types of subjects:

(M = 9.86)

than

high value externals

(M = 9.00) ; low value internals
externals

(M = 10.95)

(M = 9.05) ; low value

(Wallston et al., 1976).

The above findings were supported in a study of
97 college students.

The procedure was essentially

the same as outlined for the previous study.

Again,

the interaction between HLC scores and health value
was significant.
more pamphlets

High value internal subjects chose

(M = 11.62)

than low value internals

(M = 9.68), high value externals
value externals

(M = 10.00).

(M = 8.77) or low

Replication of the

findings supports the notion that health-related
information seeking is a joint function of
expectancy and reinforcement value

(Wallston,

Wallston and Maides, 1976).
Application of the HLC Scale
Individuals with internal locus of control
have been shown to take more action to better
themselves than externals.

It might be assumed

that internals would be more successful than
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externals in programs aimed at modifying healthrelated behaviors, however, the prognosis for
externally oriented individuals is not necessarily
poor.

One study suggests that success can be

achieved if the approach is tailored to the
subject's locus of control.
women were involved in an
program.

8

Thirty-four overweight
-week weight reduction

The HLC scale and I-E scale were

administered.

Subjects were assigned to a self

directed program

(internally oriented)

program (externally oriented).

or a group

Regular data on

weight loss and caloric intake were obtained for
each subject over the

8

week period.

Subjects were

also given a questionnaire measuring satisfaction
with their particular program.

Data were analyzed

by 2x2x2 analyses of variance.

The three factors

were type of program, HLC classification, and I-E
classification

(Wallston, Wallston, Kaplan and

M a i d e s , 1976).
The results demonstrated a significant interaction
between HLC classification and type of program, but
failed to show a significant interaction between I-E
classification and type of program.

Using the HLC

scale, programs that were consistent with the
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subject's expectancies were evaluated more positively
(M = 67.17 and 67.5)

than were inconsistent programs

(M = 47.25 and 62.28).

Also, as was expected,

externals lost more weight in the group program
(M = 10.86)

than in the self directed program

(M = 9.56) and internals lost more weight in the
self-directed program (M = 8.13)
program

(M = 7.11).

than in the group

The findings provide evidence

of the discriminant validity of the HLC scale.
"The more specific the instrument, the better the
prediction of a particular behavior in a particular
situation"

(Wallston, et al., p. 584).

The HLC scale was used to predict success in a
study of treatment of obesity.

Forty-one subjects,

with a mean weight loss goal of 24 pounds, took part
in the study.

They completed a demographic form,

the HLC scale, and a series of questions regarding
perceptions of their own attractiveness.

Results

showed that internals lost more weight, stayed in
the program longer, and perceived themselves as more
attractive than externals
1980)..

(Chavez and Michaels,
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Health Status of the Elderly
Eighty percent of aged persons have one or more
chronic health conditions; nearly 50% of these have
resulting limitations on their activity, compared
with <1% of those age 25-44 years

(Palmore, 1983;

Golightly, Bossenmaier, McChesney, Williams and
Wyble, 1984).

Despite their increased needs, there

are many obstacles to adequate health care for the
elderly.

These obstacles include financial

limitations, lack of transportation, attitudes of
the elderly, and attitudes of health care providers
(Palmore, 1983) .
It is a commonly held belief that illness and
disability are "normal" among the elderly.

Aging,

however, is not a disease process and should be
viewed in a more positive light.

In contrast to

relinguishing control over one's health, a positive
view of aging "fosters increased efforts to maintain
independence, activity and wellness" in the later
years

(Hernan, 1984, p. 32).

Of the 95% of noninstitutionalized elderly,
75% use the health care system on an intermittent
basis

for treatment of acute illnesses and

exacerbations of chronic conditions.

The remainder
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of elderly community residents have "multiple
health impairments that put them at high risk for
future institutional care"
79-162).

(DHEW Pub. No.

[NIH]

Special attention to their needs and early

intervention could prevent declining health and
prolonged disability.
Medicine has no cure for many of the chronic
conditions that plague the elderly population.
Also, many of these conditions appear to be related
to environmental factors and an unhealthy lifestyle.
Fortunately, a number of these causative factors can
be controlled, and should be the focus of preventive
interventions

(NIH Pub. No.

8

0-168 7).

By promoting

interest and involvement in self care, health care
providers can assist elderly clients to achieve a
greater sense of control.

Accepting responsibility

for one's self is a positive step toward optimum
h e alth.
Summary
The HLC scale was developed because the general
measure of locus of control was not reliable in
predicting behavior in a specific area, such as
health.

Health locus of control has demonstrated

to be an accurate predictor of health-related
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behavior in a variety of settings.

Greater success

in treatment has been attained by matching the
treatment program to an individual's health locus of
control orientation.

The elderly have a high

incidence of chronic and debilitating conditions,
and efforts to increase their perceived control
should be emphasized.
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CHAPTER V
Research Design and Methodology
Research Approach
This study was descriptive in nature.
Bausell

(1981)

Waltz and

state that a descriptive design is

used "when the researcher wishes to obtain information
in areas in which little previous investigation has
occurred and/or to construct a picture or account
of events as they exist naturally"

(p.

6

).

Both

aspects of this definition apply to this study.

No

attempt was made to alter the situation under
investigation, and no new entity was introduced.
Health locus of control
living in

2

(HLC) scores of the elderly

different settings were measured and

compared.
Descriptive research is valuable in that it
generates questions for future study.

Health locus

of control could be correlated with certain attitudes
and behavior.

Knowledge of the HLC scores of the

elderly can be useful to health care providers in
their selection of health care strategies.

34
Variables
The
cqntrol

dependent variable was health locus

of

as reflected by scores on the HLC scale.

Controlled variables were age and living arrangement
The intervening variables included chronic illness,
financial status, cultural background, and state of
physical and mental well-being on the day of testing
The sex, race, and honesty of the subjects are other
possible intervening variables.
Setting, Population and Sample
The

setting for this study was 2 cities in

northeast Mississippi.

Both cities are industrial

and are located in a predominantly rural a r e a .
distance of 25 miles separates the two.

A

The first

city is 11.4 sq. mi. in size, with a population of
27,383.

It has shown a 6.2% rate of growth in the

years 1970 to 1980.

Of the total population,

44.35% are black, 11.7% are age 65 or older, and
26.5% live below the poverty level

(U.S. Bureau of

the Census, 1980).
Trinity Place is congregate housing for the
elderly located in this city.

There are 100 housing

units available, with 91 single and 9 married
couples in residence.

The noon meal is provided.
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and residents are required to attend, to ensure
adequate nutrition and encourage socialization.

A

variety of educational, recreational, and craft
programs are also offered.
The second city is 11.1 sq. mi. in size, with
a total population of 15,169.

The city has shown a

33.4% growth in population from 1970 to 1980.
population is 25.2% black,

The

8.9% over age 65, and

with 26.2% living below poverty level

(U.S. Bureau

of the Census, 1980).
The Gillespie St. Center located in the second
city has offered services to community residents
of all ages for

8

years.

Weekly programs are held

for the elderly on topics such as nutrition, legal
advice, and BP checks.

There is a weekly arts and

crafts session, and a daily hot lunch program.
Approximately 40 persons attend the lunch program,
and another 40 meals are delivered to elderly
persons at home.
The population consisted of mentally competent
men and women, age 65 and over, who lived in the
community

( ) alone, with spouse, adult friend,
1

or relative, or

(2) in congregate housing.

The

research sample consisted of all available subjects
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who met the criteria, who were present at the site,
and who agreed to participate during the data
collection period.
community group, and

The sample included 19 in the
2

in the congregate housing

2

group.
Data Gathering Process
Initially, the researcher contacted each agency
director to explain the study and obtain permission
to use the facility

(Appendix A ) , and determine days

for data collection.

At each site, the director

introduced the researcher to those present.

The

purpose of the study was explained, and written
consent was obtained from each participant, with
assurance of anonymity

(Appendix B ) .

Subjects

received verbal instructions for completing the
questionnaires as a group, followed by further
clarification on an individual basis.

Subjects

with vision or hearing impairment completed the
questionnaires verbally.

The demographic data form

and HLC scale were distributed to the subjects,
allowing 15-20 minutes for completion.
questionnaires were divided into
to living arrangement.
in June, 1984.

2

Completed

groups according

Data collection took place
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Procedure
The demographic data form was designed by the
researcher to provide background information about
the subjects

(Appendix C ) .

It includes 13 yes/no

and multiple choice questions of a demographic
nature, and is intended to identify the possible
intervening variables of illness, financial status,
and cultural background.
The HLC scale is a self-administered instrument
composed of

1

1

statements that are designed to elicit

information about how much control an individual
feels he/she has over his/her own state of health
(Appendix D ) .

A six-point Likert-type scale is

used for responses, with a numerical code of
assigned to the

6

response categories.

score for the instrument may range from

to

1

6

The total
1

1

to

6

6

.

A high score denotes belief in a high degree of
external locus of control, and a low score denotes
belief in a high degree of internal locus of
control.
Twenty-two women in an

8

-week weight reduction

program were sampled to determine the test-retest
characteristics of the HLC scale.

The correlation

between the test-retest scores for these women were
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0.71.

Information on the reliability characteristics

of the instrument was derived from 4 college student
groups and one community sample, each group having
approximately 100 subjects.

Coefficients alpha for

these samples varied from 0.40 to 0.72.

The

correlation between HLC and Rotter's general locus
of control measure varied from 0.2 5 to 0.46
(Wallston et al., 1976).

Since the HLC scale has

some established validity and reliability and is
being additionally tested in research, it was
assumed to be valid within the confines of this
study.
Analysis
The statistical analysis used on the collected
data was the t-test.

This statistical test was

utilized to compare group means of two small sample
s izes.
Assumptions
1.

Perceived control is the same for men and

women.
2.

Perceived control is the same for Blacks

and Whites.
3.

All subjects answered honestly, according

to their actual b e l i e f s .
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4.

Knowledge of an elderly client's HLC is

valuable to the Family Nurse Clinician.
5.

Optimum health is highly valued by the

elderly.
Limitations
1.

Data cannot be generalized to another age

g roup.
2.

Data cannot be generalized to urban

populations.
3.

Data cannot be generalized to another

geographic area.
4.

Data cannot be generalized to elderly

persons in living arrangements other than those
included in this study.
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CHAPTER VI
Analysis of Data
The purpose of this study was to measure and
compare the Health Locus of Control

(HLC)

scores of

the elderly in two different types of living
arrangements.

Data were collected from subjects

who lived in the community in their own home or in
congregate housing.

Subjects completed a researcher

designed demographic data form and the HLC scale.
A total of 41 subjects met the criteria for
study.

The community group consisted of 19 subjects;

six were age 65-69, two were age 70-74, four were
age 75-79, and seven were age
were 5 males and 14 females,
Caucasian subjects.

8

8

0 or older.

There

Blacks and 11

Ten subjects reported having

some type of chronic illness, and
restriction in their activity.

8

stated some

The remainder of

the subjects reported no chronic illness or activity
restrictions.

One subject failed to respond in each

of the categories.

When asked how often they saw

their doctor, 3 subjects stated every 1-2 months.
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11 stated every 3-6 months, and 5 stated yearly or
greater.

Seven subjects stated they were having some

financial difficulty, while 11 did not.
failed to answer.

One subject

Scores on the HLC scale ranged

from 27-61 for subjects in the community sample.
The congregate housing group consisted of 2 2
subjects:

one age 65-69, four age 70-74, ten age

75-79, and seven age 80 or older.
males and 18 females.

There were 4

All subjects were Caucasian.

Sixteen subjects stated some form of chronic illness
and six did not.

Restrictions in activity were

reported by nine subjects.

Twelve subjects reported

no activity restrictions, and one subject did not
answer.

When asked how often they saw their doctor,

five subjects stated every

1

-

2

months, ten stated

every 3-6 months, and seven stated yearly or greater.
Eighteen subjects reported no financial difficulty,
while four responded positively.

Scores on the HLC

scale for the congregate housing sample ranged from
25-51.

These data along with the individual subject

scores are found in Table 1.
Hypothesis
The researcher hypothesized that when the HLC
scores of the elderly in

2

different living
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Table 1
Raw Subject Data Including Age, Sex, Race, Chronic
Illness, Restrictions on Activity, Doctor's Visits,
Financial Difficulty, Living Arrangement,
and HLC Score
HLC
F.D. Score

C.I.

R.A.

D.V.

W

—

Yes

1

+

No

41

F

W

Yes

No

3-6

No

39

80-over

F

W

Yes

Yes

3-6

No

41

75-79

F

B

Yes

No

3-6

No

41

Cs

80-over

F

B

Yes

No

1

No

41

Cg

65-69

M

W

No

No

3-6

Yes

32

C
Cg

80-over

F

W

No

No

1

2

+

No

34

75-79

F

W

Yes

Yes

1

2

+

Yes

44

Cg

80-over

F

W

No

Yes

1

2

+

No

40

70-74

F

B

Yes

Yes

3-6

Yes

38

70-74

F

B

Yes

Yes

3-6

Yes

40

65-69

M

B

No

No

1

No

36

65-69

M

B

Yes

No

3-6

—

31

^14

65-69

F

B

Yes

Yes

1

+

Yes

41

Cl5
C

75-79

M

W

No

Yes

3-6

Yes

39

65-69

M

W

Yes

No

3—6

No

27

Cl7

80-over

F

W

No

-----

3-6

No

61

C

65-69

F

B

No

No

3—

Yes

55

ClS

75-79

F

W

No

No

1

-

2

No

47

CH^

80-over

F

W

Yes

Yes

1

2

+

Yes

31

CH.

75-79

F

W

Yes

No

3-6

No

49

CH

75-79

F

W

No

Yes

1

+

No

31

Sub.

Age

Cl

80-over

F

80-over

C
C
C

Sex

Race

—

2

2

3

4
-

2

7

ClO
^

C

1

1

1

^13

1

1

-

2

2

6

8

3

2

2

6
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Table 1 - Continued
C.I.

R.A.

D.V.

HLC
F.D. Score

W

Yes

No

3-6

No

46

F

W

Yes

Yes

1

-

2

No

39

80-over

F

W

Yes

Yes

1

-

2

Yes

47

75-79

F

W

Yes

Yes

3-6

No

40

CH

70-74

F

W

Yes

No

1 . 2

+

Yes

38

CHg

75-79

F

W

Yes

—

1

-

2

Yes

48

c«io
CHii

80-over

M

W

No

Yes

1

2

+

No

51

75-79

F

W

No

No

3-6

No

40

80-over

M

W

Yes

No

1

2

+

No

41

70-74

F

W

Yes

No

1

-

2

No

50

75-79

F

W

No

No

3-6

No
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Sex

Sub.

Age

CH
CHc

75-79

F

75-79

4

-

Race

6

CH

C
CH
«

7

1

2

,

3

CHi 4

—

-15
CHxe

75-79

F

W

Yes

No

1

+

No

45

80-over

M

w

Yes

No

3-6

No

44

CH x 7

75-79

F

w

No

No

1

+

No

35

No

3-6

No

42

Yes

3-6

No

46

2

2

CHx
CHx,

65-69

F

w

80-over

F

w

Yes
Yes

CH.o

80-over

F

w

Yes

Yes

3-6

No

44

CH.X
CH..

70-74

F

w

No

No

3-6

No

25

70-74

M

w

Yes

Yes

1

No

29

8

-

2

Key

Sub.
C.I.
R.A.
D.V.
F.D.
C
CH

-

Subjects
Chronic Illness
Restrictions in Activity
Doctor's Visits, Represented in Months
Financial Difficulty
Coimnunity
Congregate Housing
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arrangements were compared, there would be no
significant difference.

To test this hypothesis,

data were subjected to the t-test.

Since the

obtained t-value of -0.129 was not significant at
the .05 level, the researcher failed to reject the
null hypothesis.

The results of the comparison

are presented in Table 2.
Table 2
Comparative HLC Scores of Elderly Community and
Congreate Housing Residents Using the t-test
M

SD

Group

N

Community

19

40.421

7.83

2

40.727

7.24

t

-0.129
Congregate
Housing

2

Additional Findings
The researcher collected certain data not
directly related to the hypothesis, but considered
to be of interest.

Use of the demographic data form

provided background information on each of the
subjects, and allowed for comparisons between groups,
These findings are presented in this section.
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Subjects were compared on the basis of sex and
race.

Using the t-test, no significant difference

was found between the HLC scores of 9 male and 3 2
female subjects

(t = -1.737).

No significant

difference was found between the
Caucasian subjects

8

Black and 33

(t = -.095).

No difference was found between reported chronic
illness and the HLC score.

Twenty-six subjects

stated having some form of chronic illness while
14 stated they did not.
were compared

When the mean HLC scores

(t = .265) no difference was found

between the two groups.
Findings were similar with regard to
restrictions in activity.

Seventeen subjects

reported some type of restriction while
none.

2

2

reported

The t value of .205 was not significant.

Only 27% of the sample felt they were in
financial difficulty.

Eleven subjects responded

positively, and 2 9 responded negatively.

There was

no significant difference in the HLC scores of these
2 groups

(t = .193) .

The results of these comparisons

are presented in Table 3.
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Table 3
Comparisons of HLC Scores With Regard to
Race, Sex, Chronic Illness, Restrictions
on Activity, and Financial Difficulty
N

Group

M

SD

t

Blacks
Caucasians

33

40.375
40.636

6.84
7.66

-.095

Males
Females

9
32

36.667
41.687

7.83
7.05

-1.737

Chronic Illness
Without Chronic
Illness

26
14

40.846
40.071

5.97

.265

17

40.118

5.75

2

2

39.682

7.50

1

1

41.182

7.03

29

40.690

7.60

Restrictions in
Activity
No Restrictions
in Activity
Financial
Difficulty
No Financial
Difficulty

8

1

0

.

0

0

.205

.193
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The mean scores of both the community and
congregate housing samples reflected an orientation
toward external health locus of control.

After

completing the questionnaires, several subjects
commented that they felt this was an area in which
much work was needed.

They appeared interested in

the topic of health care and enthusiastic about
the study.

Some of the subjects found the size of

the print and the format of the HLC scale difficult
to read.

For these subjects, the questionnaire was

administered verbally.
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CHAPTER VII
Summary, Conclusions, Implications
and Recommendations
Summary
This study was descriptive in nature, designed
to compare the Health Locus of Control

(HLC) scores

of the elderly living in the community with those who
live in congregate housing.

The researcher

hypothesized that there would be no significant
difference between the two groups on the HLC Scale.
The HLC Scale was administered to 19 community
and 22 congregate housing residents, all over age 65.
Subjects also completed a demographic data form,
designed by the researcher, that provided information
about the age, sex, race, health and financial status
of the participants.
The null hypothesis was tested by comparing the
mean HLC scores of the two groups, using the t-test
at the .05 level of significance.

Analysis of the

data led the researcher to fail to reject the null
hypothesis.

There is apparently no significant
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difference in the HLC scores of community and
congregate housing residents.
Conclusions and Implications
Although not directly comparable to another
study, several components of this research can be
compared to previous studies.

Data collected

supported research about the incidence of chronic
illness and activity restrictions among the
elderly population
1984).

(Palmore, 1983, Golightly et al.,

The findings, together with the high degree

of interest in health, make the elderly population
prime candidates for health teaching.
Health teaching tools and strategies should be
adapted to meet the needs of the elderly.

The

finding that some elderly subjects had difficulty
reading printed type or understanding the format of
the tool underscores the need for larger print or
pictures, and verbal reinforcement of instructions
when teaching the elderly.

It also indicates that

research questionnaires might best be administered
verbally to elderly subjects.
Palmore

(1983) cited financial difficulty as a

major obstacle to the attainment of medical care by
elderly clients.

The small percentage of subjects
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reporting financial difficulty in this study appears
to contradict that statement.

This would indicate

the need for further study in this area.
The lack of a correlation between HLC score and
variables such as sex, race, and health status
suggest the need for further research.

There may be

other factors that influence health locus of control
that are yet unknown.

The absence of a relationship

between living arrangement and the HLC score also
indicates an area for future study:

Is the elderly

client living in his present arrangement as a matter
of choice or convenience?
It is noteworthy that both groups were generally
externally oriented with regard to health locus of
control.

This indicates the need for interventions

aimed at increasing the perceived control of the
elderly, since this has been positively correlated
with well-being

(Herman, 1984) .

Based on the finding

that there was no difference between the two groups
of elderly, it becomes clear that health locus of
control might best be assessed on an individual
basis.
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Recommendations
The following recommendations are made, based
upon the findings of this study:
Research
1.

Replication of the study utilizing a larger

sample size.
2.

Conduction of a similar study to examine the

effects of increasing age on health locus of control,
3.

Replication of the study including subjects'

feelings about their present living arrangement.
4.

Replication of the study including types of

health behavior subjects presently engage in.
5.

Replication of the study including a measure

of the value placed on health.
6

.

Conduction of future studies using the HLC

Scale to establish validity and reliability of the
tool.
7.

Administration of questionnaires verbally

when conducting research with the elderly.
Nursing
1.

Each client's health locus of control

orientation should be assessed individually, and
health care planned accordingly.
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2.

The elderly should be the target for increased

health teaching and health promotion.
3.

Health teaching materials should be adapted

to compensate for the elderly client's sensory
impairment.
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APPENDICES
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Appendix A
Agency's Memorandum of Agreement
Concerning Nursing Study
Descriptive Study :

A Study of How Health Locus of Control
Differs According to Type of Residence
Among Elderly Clients

Name of the Institution or Agency: _________________________
Study discussed with and explained to:
Name of the Representative
Involvement in Study:
Cooperation:
study

consent for subjects to be used in

Communication Concerning Clients
_______

At intervals

_______

As indicated

(specify)

Comments :

Date

Representative's Signature

Investigator's Signature
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Appendix B
Informed Subject Consent Form
Descriptive Study;

A Study of How Health Locus of Control
Differs According to Type of Residence
Among Elderly Clients

My name is Bonnie Adam s k i .

I am a registered nurse

conducting a research study concerned with how much
control senior citizens feel they have over their own
health.

I would like you to complete 2 questionnaires.

This will take about 15 minutes.
any questions you may have.

I will be glad to answer

If you decide not to join in

this study, please return the questionnaire to me and no
questions will be asked.

Your answers could help improve

the health care given by nurses to the elderly.

All

information will be confidential; no names appear on
the form.
I understand the explanation given to me.

I

understand that I have the right to withdraw from the
study at any time.

This information will be kept

confidential.

Date

Subject's Signature
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I explained this study to the subject on the date
given and expressed to the subject that the information
would be used for educational purposes, and would be
treated as confidential.

Date

Investigator's Signature
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Appendix C
Demographic Data Form for Participants
in Nursing Study
#

Age:

65-69
70-74
75-79
or older
8

Sex :

Male
Female

Race :

Black
White
Other

0

Marital Status ;

Single
Married
Widowed
Divorced

Type of living arrangement

Religion ;

Baptist
Catholic
Episcopal
Methodist
Other

living with spouse
living with relative or
friend
living alone
living with your
children
living in congreate
housing

Do you presently suffer from any chronic illness?
Yes

___

No

If yes, what illness/illnesses?

Do you have any restrictions on your activity?
Yes

___ No

If yes, what kind of restrictions?
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Who is primarily responsible for your care?
Self

Children
___ Nurse

Spouse
Friend

Other

On the average, how often do you see your doctor?
Every month

___ Yearly

Every 2 months

___ Other

Every 3-6 months
What form of transportation do you use most often?
Drive self
Driven by other family member or friend
Taxi
Dial-a-bus
Other
How do you handle your medical expenses at present;
Self-pay

Insurance

Medicare_____________ ___ Other
Medicaid
At this time, are you having any financial difficulty?
Yes

No
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Appendix D
Health Locus of Control Scale

(HLC)

This is a questionnaire to determine the way in
which different people view certain important healthrelated issues.

Each item is a belief statement with

which you may agree or disagree.

Beside each statement

is a scale which ranges from strongly disagree
strongly agree

( ).
6

( ) to
1

For each item you are to circle the

number that represents the extent to which you disagree
or agree with the statement.

The more strongly you

agree with a statement, then the higher will be the
number you circle.

The more strongly you disagree with

a statement, the lower will be the number you circle.
Please circle only one number.

This is a measure of

your personal beliefs; obviously there are no right or
wrong answers.
Please answer these items carefully but do not spend
too much time on any one item.
item.

Be sure to answer every

Also, try to respond to each item independently

when making your choice; do not be influenced by your
previous choices.

It is important that you respond

according to your actual beliefs and not according to
how. you feel you should believe.
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If I take care of myself, I can
avoid illness.

1

2

3

4

5

6

2.

Whenever I get sick it is
because of something I've
done or not d o n e .

1

2

3

4

5

6

3.

Good health is largely a matter
of good fortune.

1

2

3

4

5

6

4.

No matter what I d o , if I am
going to get sick I will get
sick.

1

2

3

4

5

6

5.

Most people do not realize the
extent to which their illnesses
are controlled by accidental
happenings.

1

2

3

4

5

6

6

.

7.

8

.

I can only do what my doctor
tells me to do.
There are so many strange
diseases around, that you can
never know how or when you
might pick one up.
When I feel i l l , I know it is
because I have not been getting
the proper exercise or eating
right.

9.. People who never get sick are
just plain lucky.
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10.

People's ill health results
from their own carelessness

1

2

3

4

5

6

11.

I am directly responsible
for my health.

1

2

3

4

5

6

Wallston, Barbara S., Wallston, Kenneth A., Kaplan,
Gordon D ., and Maides, Shirley A.
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